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ABSTRACT 



Internalizing symptoms, which include anxiety and 
depression, may be the most common pattern of psychopathology found in 
children. However, the knowledge base targeting internalizing symptomology in 
Native American children of the Southwest is surprisingly limited. This paper 
reports on a study of prevalence rates of internalizing disorders among 
children on the Navajo Reservation. Using the Child Behavior Checklist, Youth 
Self-Report, and Teacher's Report Form, data were gathered from 351 Navajo 
children in the second and fourth grades, their teachers, and their parents 
or caretakers. Prevalence estimates for depression, anxiety, and somatization 
were higher in this group of children than in majority-population samples, 
and are a cause for concern among parents, teachers, and mental health 
agencies. Depending on the reporting source, clinically significant symptoms 
were found among 2. 6 -6.1 percent of children for depression, 2. 9 -5. 4 percent 
for anxiety, and 2. 6 -4. 2 percent for somatization. Data tables report 
findings by age, sex, and reporting source. Limitations of the findings are 
discussed along with recommendations for further research. Contains 15 
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Abstract 

The prevalence and overall seriousness of emotional and behavioral disorders of children are 
becoming progressively greater (Bickman & Rog, 1995). An estimated 12% of all children have a 
diagnosable mental health disorder (approximately 7.5 million children), half of whom are estimated to 
have a serious mental health disorder (Saxe, Cross, & Silverman, 1987). Internalizing sympto^Twhich 

(Xhenb^ e i9S d A T reS h S1 °I! v° St COmm ° n pattem of Psychopathology found in children 
(Achenbach, 1982, Achenbach & Edelbrock, 1983; Quay, 1986a). 

** ? 0Wledge baS ? ultemalizin 2 symptomology in Native American children of the 

southwest U.S. is surprisingly limited. As yet, it is not clear if the process, prevalence, and symptoms of 

feSrtfr 118 dlS °H derS r 5 same acr0SS cultures - The need for ft^er investigation is heiffied by the 

fact that, compared to the majority population, Native Americans are believed to be at greater risk fo/ 

psyc o ogical problems because of impoverished living conditions, high unemployment, and high 
J™**” oftraumatlc events on Native American reservations. Additionally, loss of traditional culture and 
guage may create nsk for greater psychosocial problems. Additional research is needed to better 
understand internalizing symptoms among members of this cultural group. 

To help meet this need, the present study focused on prevalence rates of internalizing disorders 
among Native American children from the southwest U.S., utilizing a portion of an extant data set from 

have h° Wer ofTwoSoils Pr0ject ™ s pr °j ect was one of vef y few methodologically sound studies that 
been successfiil in obtaining multisource, multimethod data on social, emotional, and behavioral 
runctiorung of Native American children. Data were collected using modified versions of the Child 
™ (CBCL), Youth Self-Report (YSR), an<i Teacher’s Report Form (TRF). 

This report provides some of the best available data to form a basis for normative distributions of 
internalizing symptomology among southwestern Native American children. Prevalence estimates for 
depression, anxiety, and somatization are higher than rates reported in majority samples, and are a cause 
S“ P* * 1 *"' 5 . ““hers, and all agencies responsible for Nadve American children’s mental 

* Resu l ts of ^ P resent sludy also provtde preliminary information regarding differences in 
expression of internalizing symptoms across age, sex, and reporting source. Additionally, the cultural 
relevance ofsymptoms is discussed, with suggestions for mental health providers working with Native 
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Introduction: Internalizing Disorders and Native American Children 

Internalizing problems may be the most common pattern of psychopathology found in children 
(Achenbach, 1982; Achenbach & Edelbrock, 1983; Quay, 1986a). 

There is sparse research on internalizing disorders among Native American children. 
Internalizing symptoms, sometimes called an “overcontrolled” form of psychopathology 
encompass excessive emotional distress and responses directed against the self, resulting in 
aimety, depression, social withdrawal, and self-deprecation (Achenbach, 1982; Achenbach & 
Edelbrock, 1983; Quay, 1986a; Quay & LaGreca, 1986). 
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“ ** riSk f0r adU " «**■“»» when left 

dUpuJ Se'itmShSfh ‘T NadVe Am " iCa ” adolescenG living on Indian reservadons 

BeriLn STto.nTi".! r al m n mc0 "'P ans ° n 10 «* general population (Nelson, 1989). 
in ( 1 986) found emotional and behavioral problems are manifested similarly among Native 

nrnhi ncan 3 ° CSCentS “f ^ ma J ont y adolescent population, but prevalence of psychological 
problems was greater and more severe for Native American youth psychological 

A napon^suryoy of 14,000 Native American youth found that 1 1.4% experience hopelessness 

M ° W ° u 0Slng theu ' mind ’ 311(1 18.3% experience constant sadness (University of 
Minnesota Adolescent Health Program, 1992). v ty 01 

Woh 311 f° Ut f S ^ 3Ve m ° re serious problems than youth of other ethnic minority groups including 

fl H? Z? P° K T Umat,C StreSS diSOrder CPTSD )> de P ression > suicide, anxkty suL Jce aZfe 
justment and behavior disorders, and issues related to cultural identity (U S Office of 
Technology Assessment, 1990). y 1 6 ot 

Behavioral and emotional problems among American Indian children are worsened bv 
psychosocial problems such as dysfunctional families, alcoholism, abuse, ~ e neglect and 
loss of cultural land social supports (Nelson, 1989; Dinges & Duong-Tran, 1993) ’ ^ ’ 

th! P i!j S fr °^? e , NaVaj0 Children ’ s Summit (Joe, 1996; Smithson, 1996) indicate that children of 

fromZart , greaKr " sks than ma j° ril y chil *“ ^ “ having to synthesize ways of lif e f 
front two Afferent cultures, while contending wi A family violence, single parent homes 

coholism, child sexual abuse, child physical abuse, and poverty. 

Basic research is needed to support the identification, prevention, and treatment of internalizing 
disorders among American Indian children and adolescents mtemalizmg 

f«SSlt“ StUdy SeekS “ de ' ermi,,e lhe frequency “ f I internalizing symptoms and syndromes 

who res* t 3 mamSlr , eam ’ We r ,enl perspect,ve) re P° ned *>y parents, teachers and cMldren 
Who reside in various rural areas of the Navajo reservation. 

Methods 

An t f ly J e . S , reported m present study were based on a sample of 351 Native American families 
with children in second and fourth grades. American ramifies 

• All subjects were from rural areas of the Navajo reservation. 

These communities were chosen with the assistance of the tribal governments for their 

~" eSS KnnS ° f 8e08raphy md dem °g ra Phics and their interest and willingness to 

Table 1 and 2 provides selected demographic characteristics of participating children and families. 
Instruments 

Siu detlfs Opinion of. Self (SOS) A 109 item self-repott inventory for use in screening internalizing 
sympmms (depress, on, anxiety & somattc concerns) and adaptive ftutctiotung in elementary S 

Ba ther ^teiview Fopn (TIF) A 1 20 item instrument designed to obtain teachers’ report of their students' 

B ademoBraphtc Instrument flUOBEMl a lengthy, strucmred interview conduced in the Native American 
oue2s M h ! T*? C ” e “ tor ° f the pan,cipa,to8 chi,d Biodem euvered ZZ demog^Mc 

Se cUld t 1 ™? “ho ‘’““Pf 0 "’ ea T M f° a “ <* «* Ml. health and development^ hLtoty 

Ot the Child, family and household composition, family social support and stressors. 



Sample 
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Procedures 

Data were collected as part of a larger community-based research project 

Communities became involved only if they felt that they would be willing and able to actively 

^2 “ rCSearCh Pr ° CeSS ’ 31,(1 ' f were satisfied the project’s potential to provide 

“ to the commumty commensurate with the support provided by the community, and f 
community advisory board provided input on every aspect of the project 
Data were collected from children and teachers in the classroom setting, and parents were 
interviewed at home by trained, indigenous interviewers. 

For each informant group, those children whose scores were less than one standard deviation 
above the sample meau were categorized as the “non-clinical” group. “Symptomatic” clinical 
status was defined as those children who scored between one and two standard deviations above 

Ssfr P TT Pf “ ChmCally Signif,cant ” status deluded those children whose scores were at 
least two standard deviations above the group mean. 



Results 

itTrS" ^ An ’ ,i, '' Y '"' ,1 S,m ‘‘ cC "" s »" m mi ante 

of children fell in the non clinical range across reporting sources. 

‘ high 0fI5 W 2%rL7r^n ed “ symp,0ma,ic " fOTd 'P ressi »" ranged from 6.5% for teacher to a 

c Wldren with clinically significant symptoms of depression were identified by 5.0% of parents 
depression° f te3CherS; 2-6% of children self ’ re Ported clinically significant problems with 
^ As shown in Table 4: 

81% to 83% of children fell in the non-clinical range on anxiety across reporting sources 

“ Cr °1 Symptomatlc ” children were similarly high across reporting sources ranging from 
12.9/o as reported by teachers to 13.7 % for self report. ^ * 

wit ! 1 clinical| y significant symptoms of anxiety were identifed by 2.9% of parents and 

❖ As shiwn 0 ^ Tabk s' 3% ° f ' ^ Self - re P orted cIinicaUy «***«* problems wiS Sty 

• 82% to 88 % of students fell in the non-clinical range across reporting sources for somatization 
^e number of children who were considered “symptomatic” ranged from 8.3% for parent to a 
nign or 15.2% based on self -report. 

S u M ep0rted u CliniCally Significant problems with somatic concerns. Parents 
eported 4.2 / 0 of children with somatization, while teachers reported 3.4% children with 
somatization. 

* Depression symptoms across gender and grade are shown in Table 6: 

group^ 311(1 Childre " reported some differences for depressive symptoms across gender and age 

hi particular, second-grade girls self-reported more depressive symptoms than second-grade boys, 
while fourth-grade boys reported more depressive symptoms than fourth-grade girls 
Parents reported slightly higher depressive symptoms for fourth-grade boys than fourth-grade girls 
^ders 011161 hand> te3CherS reported no 8 ender differences for either second-graders or fourth- 

♦ Anxiety symptoms across gender and grade are shown in Table 7* 

• With respect to gender and grade differences in children’s anxious symptoms, parents reported 
higher anxiety anxiety symptoms for second-grade girls than second-grade boys. There were no 
gender differences between fourth-grade girls and boys per parent report 

• With regard to self-reported anxiety, second-grade girls had elevated anxiety symptoms than 
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seeond-gradc boys. There were no differences found between fourth-graders 

❖ w !™ WCTe f0Und f ° r or 8 ender based 0" teacher reports of anxiety. 

❖ Somatization symptoms across gender and grade are shown in Table 8: 

’ ° f SOmadC C0 " Cen,s more often a 1 ™ fo-rt-grade 

■ fou " ^ ““ °“ 
■ s,igWy more “ on *- - 



Prevalence Findings 



Discussion 



* J he res “ lt !; fr0, f *7 stud y provide preliminaiy information regarding the extent of emotional disorders 

ong Native American children, and advances the limited knowledge base targeting internalizing 
symptoms for Native American children S 8 internalizing 

* ^ present sample of Navajo children, 12.6% to 17.8% had some degree of depressive symptoms 

elw ” S f e r p0rt ’ P T ntS ’ r d teachers ’ reportS - This is ^ Ulte high when compared to thHrevalence 
Narive A f ° r tiie 8ene u populatlon but seems comparable to the rates of symptoms found aJiong 
Native American youth m a national survey. Prevalence estimates from this study seem to s^est that 

approximately one m twenty children are at the high end of the distribution of children witTSssit! 

s^Dtoms'thi 656 C H ? en ^ lU<ely displaymg si &^ cant dhiical signs of depression and evidencing 
symptoms that would be consistent with a depressive disorder. 8 

Previous literature indicates that anxiety disorders are common on the Navajo reservation although 

specific rates are unknown (Nagel, 1994).The high rate of anxiety symptoms to emerge fr^m die * 

idenHfv ” §S Saggests a need t0 mdi viduals who work with children and families in order to 
identify causes and symptoms of anxiety, and to possibly curtail anxiety symptoms/disordSs 

A P !^ U / f ,y s 2 Ce cbi,dhood anxiety may be predictive of adult psychopathology. 

he findings from this study tentatively agree with previous literature indicating that girls generally 
report anxiety symptoms more often than boys. However, present findings add a quaMcarion to the 
previous findings that is, girls do have more symptoms at a younger age, but by fourth grade these 
differences may disappear. Future research investigating aniety should iarefuUy ZS age 

differences among elementary school children. 8 

* * e ST S Txf 6 SOmatlC concems subscale ma y have been influenced by cultural factors According 

fLtort to a^rio C T P r ° f and UlneSS ’ physiC£d sympt0ms can be caused hy man y 

wh ch T CaUSeS ' ms ,S m COntrast t0 3 Westem medical model of illness upon 
^ on * defiD,tl °" °f soma tization was based. Therefore, Navajo parents and teachers may have 
responded to somatization items on some other basis than was intended by the instrument developers 

effetotofsmatTa °l h 0* , Sympt ° ms were caused b y ***» of a taboo. It is unknown what 
effect this may have had on subscale scores. Traditional behefs may constitute a strength to terms of 

__J r d respo 1 ndm8 10 .psychosomatic symptoms, since these behefs already acknowledge the 
p lbility of a mental or emotional cause for physical symptoms. It may be helpful for teachers and 

aswell L° froT T e 3 i° Ut T ClU,dren ’ S PhySiC£d Sympt ° mS may residt depressiorforTriety, 

* t. l fr physical conditions or mjuries causing similar symptoms Y 

W w n s • ^ dU18S 5t 8a f din8 SymP T S defined from pers P ective of mainstream westem culture may have 
been influenced by language, culturally-based perceptions of symptoms and disorders and othe^ 

a^t^f; St,CS /S her research iS needed t0 -toanTtoe mteraction of these fec^and to 

American chilchen 6 a ” d abl ltlCS t0 detect mtemalizm g symptoms to the cultural context of Native 
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Limitations an d Recommendations 



‘ — . Navajo 

’ on 
children mSleSST* *“ Si “ nple n °' Sel “ Kd t0 be re P re «atanve of all Navajo 

' n»lX n attb“tr rephfahof m0difled ‘ 1 ’ Stn,men ' S ^ ** “* "*«» Pushed 

N^o ? a n^ le ,imit r nS m3y J aVC arisen because parents were interviewed in both English and 
, J . gU , a8 ?\ and 0ne 1018111 s P ecula te that linguistic and/or cultural factors could have affected 
the way m which Navajo parents endorsed the items. Communication across languages on mSrs of 

ESS C ° n ? m (C 8 • ^ NaV3j0 10 E " 8lish ° r from English to Navajo) can^se many 
difficulties m interpretation, even with the use of a translator (Adair, Deuschle & Barnett 19881 
• Tbs was a descriptive study providing broad exploratory information, but them 7emS need for 
. Th* f T d reSe T ' dentlfyin8 mu ltivariate relationships among relevant variables 

st.hi. i^ fT " ? bC replicated with other sam Ples of Native American children, to establish 

. Anh ty i, i tiieSe 7 SU tS 311(1 broaden generalizability to children from other tribal groups. 

of h 7^ S StUdy 100,11116(1 data from multiple informants, it relied on the single assessment method 
of behavior rating scales It would be ideal to gather more information such as climSlostic 
interviews and behavioral observations, in addition to standardized behavior rating scales^ 

Summary and Ge neral Recommendations 

2T W1 f l respect t0 elementary school-aged children found relatively high rates of depression, 
for narp 7** S ° matlzatl00 symptoms and, potentiaUy, disorders. These findings are a caus^for concern 

for parents and agencies responsible for children’s mental health. r concern 

One recommendation based on these findings might be to initiate an awareness program on 
internalizing symptoms/disorders in Native American communities. Information^hSbe 

“ST en ° U8h t0 hdP Pe ° Ple bC8in t0 ■“ internalizing •qrnipfoms and its 

m ° St ° f * e P recedm g discussion has focused on internalizing problems a positive finding is 
at foe large majonty of children did not display internalizing problems. Children were likely to have 

r“ y relatl0nsl °P s > Particularly supportive relationships with siblings. They are also likely to 
be seen by themselves and others as showing a high degree of community miLdness TOs cu Sl7 
b 3Sed measure indicates that children are competent at the group or community level that they are Y 
generous, shanng, helpful, and responsive with family, ffiends,and other members of foefr con^unity. 
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Table 1 



Characteristics of Interviewees Participating in the Study. 



Interviewees 

Characteristics 


N 


Mean (SD) 


Median 


Mode 


Range 


Parent average age (yrs.) 


343 


35.8 ( 8.24) 


34 


34 


22-80 


Parent average years of education (yrs.) 


346 


11.2 (4.18) 


12 


12 


0-22 


Child’s average age (months) 


351 


109.5 (11.86) 


107 


102 


87-153 



Table 2 

Summary of Demographic Variables. 



Demographic Variables 


Percent by Respondents 


Children Respondents (N=35 1 ) 

Male child respondents 


48% 


Female child respondents 


52% 


2 nd Grade Participants 


79% 


4 th grade Participants 


21% 


Adult Respondents: Family and Caregivers variables (N =343) 
Two parent households 


69% 


One parent households 


31% 


Biological mothers 


71% 


Biological fathers 


8% 


Other relatives-grandmothers, siblings, aunts, step-parents 


21% 


Adults Respondents: Employment status 
Respondents: unemployed 


10% 


Respondents: Homemakers 


33% 


Respondents: Wage Employment 


57% 
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Table 3 



Clinical Status of Children Based on Depression Subscale Mean Raw Scores 



Clinical status 


Sample Mean score 

size (SD) 


Range of 
scores 


Percentage of 
children 


Self-reported depression 
Nonclinical 
Symptomatic 
Clinically Significant 


270 


18.43 (3.43) 


<21 

21-25 

25-33 


82.2 

15.2 

2.6 


Parent reported depression 
Nonclinical 
Symptomatic 
Clinically Significant 


338 


20.49 (6.51) 


<20 

20-27 

27-52 


82.2 

12.7 

5.0 


Teacher reported depression 
Nonclinical 
Symptomatic 
Clinically Significant 


293 


17.01 (5.02) 


<22 

22-27 

27-52 


87.4 

6.5 

6.1 


Table 4 










Clinical Status of Children Based 


on Anxiety Subscale Mean Raw Scores 




Clinical status 


Sample 

size 


Mean score 
(SD) 


Range of 
scores 


Percentage 
of children 


Self-reported anxiety 
Nonclinical 
Symptomatic 
Clinically significant 


270 


19.30 (3.66) 


<22 

22-26 

26-33 


83.0 

13.7 

3.3 


Parent-reported anxiety 
Nonclinical 
Symptomatic 
Clinically significant 


342 


23.65 (6.42) 


<30 

30-36 

36-48 


83.6 

13.5 

2.9 


Teacher-reported anxiety 
Nonclinical 
Symptomatic 
Clinically significant 


294 


19.62 (6.17) 


<25 

25-31 

31-52 


81.6 

12.9 

5.4 
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Table 5 - Clinical Status of Children Based on Somatic Concerns Subscale 



iNuncimicai 
Symptomatic 
Clinical somatic concerns 

Parent reported somatic concerns 
Nonclinical 
Symptomatic 
Clinical somatic concerns 

Teacher reported somatic concerns 
Nonclinical 
Symptomatic 



Raw Scores 




337 1.40 (.81) 



294 1.20 (.40) 



Never 

Sometimes 

Often 



87.5 

8.3 

4.2 






N 


Mean 


Standard 

deviation 


Self-report depression 
Second-grade male 
Second-grade female 
Second-grade total 


96 

105 

201 


17.81 

19.33 

18.60 


3.52 

3.37 

3.52 


Fourth-grade male 
Fourth-grade female 
Fourth-grade total 


35 

34 

69 


18.57 

17.29 

17.94 


3.49 

2.61 

3.13 


Parent-reported depression 
Second-grade male 
Second-grade female 
Second-grade total 


123 

141 

264 


20.40 

20.97 

20.70 


6.36 

6.81 

6.60 


Fourth-grade male 
Fourth-grade female 
Fourth-grade total 


39 

35 

74 


20.33 

19.05 

19.72 


7.12 

4.94 

6.18 


Teacher-reported depression 
Second-grade male 
Second-grade female 
Second-grade total 


108 

115 

223 


16.68 

16.23 

16.45 


5.03 

4.49 

4.75 


Fourth-grade male 
Fourth-grade female 
Fourth-grade total 


37 

33 

70 


19.22 

18.39 

18.83 


5.68 

5.21 

5.44 



-.43 



.42 



.08 



.21 



.09 
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Table 7 - Descriptive Statistics for Anxiety Raw Subscale Scores Across Grade and Gender. 





N 


Mean 


Standard 

deviation 


SMD 


Self-report anxiety 


second grade male 


96 


18.42 


3.59 




second grade female 


105 


19.87 


3.74 




second grade total 


201 


19.81 


3.73 


-.40 


fourth grade male 


35 


19.74 


3.42 




fourth grade female 


34 


19.59 


3.49 




fourth grade total 


69 


19.67 


3.43 


.04 


Parent reported anxiety 


second grade male 


126 


22.77 


6.10 




second grade female 


142 


24.68 


6.50 




second grade total 


268 


23.78 


6.37 


-.31 


fourth grade male 


39 


23.11 


6.86 




fourth grade female 


35 


23.25 


6.41 




fourth grade total 


74 


23.18 


6.61 


-.02 


Teacher reported anxiety 


second grade male 


109 


18.72 


5.31 




second grade female 


115 


18.70 


5.95 




second grade total 


224 


18.71 


5.63 


.00 


fourth grade male 


37 


22.16 


7.10 




fourth grade female 


33 


22.91 


6.84 




fourth grade total 


70 


22.51 


6.94 


-.11 
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Table 8 



Descriptive Statistics for Somatic Concern Raw Subscale Scores Across Grade and Gender. 





N 


Mean 


Standard 

deviation 


SMD 


Self-report somatic concerns 


second grade male 


97 


8.82 


1 98 




second grade female 


105 


9.21 


1 88 




second grade total 


202 


9.02 


1.94 


-.20 


fourth grade male 


35 


9.06 


1 05 




fourth grade female 


34 


9.03 


1 . 7J 

? 44 




fourth grade total 


69 


9.04 


Z. . *t‘t 

2.19 


.01 


Parent reported somatic concerns 


second grade male 


123 


1.28 


67 




second grade female 


141 


1.43 


8S 




second grade total 
fourth grade male 


264 

39 


1.36 

1.69 


. O J 

.77 

.95 

.89 

.93 


-.20 


fourth grade female 


34 


1.38 




fourth grade total 


73 


1.55 


.34 


Teacher reported somatic concerns 


second grade male 


109 


1.17 


.57 




second grade female 


115 


1.15 


40 




second grade total 


224 


1.16 


• *T\J 

.49 


.04 


fourth grade male 


37 


1.43 


80 




fourth grade female 


33 


1.21 


. ou 

48 




fourth grade total 


70 


1.33 


.tO 

.68 


.34 
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